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on primary care, however, and some on the committee thus were concerned that EMS-C might not command the attention it deserves.
Arguably the most pressing issue confronting the health care system today is the continued upward escalation in health care expenditures and costs of care (or, more precisely, the continued growth in the rate at which expenditures increase). Spending levels in this country are expected to be more than $903 billion in 1993 (14.4 percent of the nation's gross domestic product [GDPJ) and nearly $1,740 billion (18.1 percent of GDP) in 2000 (Burner et al., 1992). These figures well outstrip health care expenditures of other industrialized countries. The disparities in spending have not, however, translated into better (or sometimes even equivalent) coverage of the population, nor have they given us better health outcomes as reflected in standard population indices such as the infant mortality rate. Furthermore, virtually every part of the health care sector has experienced increases in expenditures—both the private and public sectors, both fee-for-service and prepaid capitated systems, and both inpatient and outpatient care. Increases in employers' group health insurance premiums have been very steep in recent years, although the upsurge may have been dampened by other changes in the health insurance picture; these include more utilization management, more health maintenance organizations (HMOs), preferred provider organizations, and point-of-service plans, and greater cost-sharing by employees.
The other leading concern is access to care—that is, the ability of individuals needing health services to recognize that need and to seek and obtain appropriate care in a timely way. These elements are hallmarks of emergency care. Appropriate care might be thought of as necessary and effective care that can maintain or improve the health status and quality of life of individuals and populations. Some of the barriers to that care lie in residence, language, cultural values and expectations, and the presence of impairments or stigmatizing diseases.
More fundamental concerns for access, however, are problems that have been clear for some time: something approaching 35 million, perhaps even 40 million, people in this country have no or at best sporadic health insurance coverage and concomitant poor access to care; the bulk of those individuals (although clearly not all) are from poor families; and this lack of access affects children hardest. These are not new problems—what is new is the erosion in health insurance benefits that the middle class once took for granted and the apprehension that health care may not be available, or at least affordable, should it be needed.
Demographic and sociocconomic factors contribute to the challenges facing our health care system. The "graying of America" reflects the fact that an increasing proportion of the population is over the age of 65; it raises concerns about the large number of the elderly who live alone, thecessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
